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Using patient samples in London hospitals, the authors 
compared three methods of diagnosing and subdiving de- 
pressive illness in terms of their ability to predict outcome. 
The Catego class D+ selected patients who continued to 
suffer from episodes of psychotic depression. The Research 
Diagnostic Criteria selected patients with schizoaffective 
depressions, whose outcome was completely different from 
that of patients with major depressive disorder. DSM-III] had 
advantages over the other systems, since it divides depres- 
sion into three subtypes that differ from each other and from 
schizophrenia. Patients with a DSM-III diagnosis of mood- 
incongruent psychotic depression had persistent schizo- 
phrenic psychopathology, but their outcome differed from 
that of both schizophrenic and manic-depressive patients. 
(Am J Psychiatry 139:1022-1027, 1982) 


n recent years a number of definitions of depression 

have been introduced with the aim of standardizing 
diagnostic practice. One of the first was Feighner’s 
criteria (1), based on the presence of dysphoric mood 
and certain accessory symptoms (anorexia, insomnia, 
retardation, guilt, etc.), with the illness lasting at least 
1 month. The Research Diagnostic Criteria (RDC) (2) 
adopted the same rules and added ‘‘schizoaffective 
disorder, depressed type’’ for depressed patients with 
thought disorder or certain types of delusion or hallu- 
cination. The third edition of APA’s Diagnostic and 
Statistical Manual (DSM-III) went a stage further, 
defining two kinds of psychotic depression, one with 
mood-congruent and the other with mood-incongruent 
psychotic features. (It now defines melancholia too, 
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but this definition was not available in the early 
version used in the present analysis.) In Britain the 
Catego system was developed to derive descriptive 
categories from the Present State Examination (PSE) 
(3). It includes three types of depression: Catego D+, 
requiring the presence of depressive delusions (guilt, 
hypochondriasis, or catastrophe) or hallucinations; 
Catego R+, requiring retardation, agitation, or guilt; 
and Catego N+, for depression occurring in the ab- 
sence of these special features. There are, of course, 
many other methods of defining or subdividing depres- 
sion. For example, the RDC allow a subclassification 
into primary and secondary, recurrent, psychotic, 
incapacitating, endogenous, agitated, retarded, situa- 
tional, and simple depression. With the numbers of 
patients at our disposal, it seemed appropriate only to 
compare the main classes. 

This study was designed to see whether the subdivi- 
sions had predictive validity for the course of illness. 
For this purpose we followed up a series of psychotic 
patients for 6'4 years. 


METHOD 


The study was mainly based on data from a group of 
psychotic patients that had been collected by the U.S./ 
U.K. Diagnostic Project in 1966-1968 (4). A team of 
three project psychiatrists studied a consecutive series 
of 250 patients admitted to a large London mental 
hospital (Netherne). Each patient was interviewed by 
a psychiatrist using the seventh edition of the PSE and 
a history schedule. So far as possible the relatives 
were also interviewed by a social worker. The ratings 
were made by the psychiatrist who interviewed the 
patient; he also made a diagnosis in terms of the World 
Health Organization’s International Classification of 
Diseases, 8th edition (5). One hundred thirty-four 
patients were given a diagnosis of schizophrenia, 
paranoid psychosis, mania, or depressive psychosis, 
and this subset was followed up in 1972-1975; 96% of 
those still living were interviewed. Only this “‘psychot- 
ic’? subgroup was used for the present study. Six 
patients were excluded because of the lack of follow- 
up data and 3 because the index admission schedules 
were missing, leaving 125 patients. 

Because the number in certain categories was small, 
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we also used data from a second series of 108 schizo- 
affective patients, collected at five London hospitals in 
1972-1975. Seventy-six of these patients were suffer- 
ing from schizoaffective depression. The data consist- 
ed of an interview based on the ninth edition of the 
PSE and a résumé of the case records. These patients 
were followed up 1-4 years later; 75 of them had 
adequate follow-up data. The main findings of that 
study have already been published (6). 

Catego diagnoses were obtained by computer proc- 
essing of the ratings from the PSE supplemented by 
history data. Other diagnoses were made by pairs of 
raters working independently at first, then comparing 
their findings and reaching an agreed verdict (for the 
Netherne series, the raters were J.E.H. and I.F.B.; for 
the schizoaffective series, I.F.B. and A.F.F.). The 
review of the research dossiers took about 15 min per 
rater per patient. 

We used Cohen’s kappa to measure agreement. 
Interrater reliability was calculated by comparing the 
diagnoses made before resolution of disagreements. 
Concordance between definitions was calculated after 
a joint verdict had been reached. 

The methods of analyzing outcome have been de- 
scribed in previous publications (7-9). Briefly, the data 
consisted of information gained from an interview and 
transcripts of intervening admissions, from which 
blind diagnoses were made. For the present study we 
used 6 measures of general outcome and 20 measures 
of psychopathology present during the follow-up peri- 
od. The general outcome measures were the percent- 
age of the follow-up period spent in a mental hospital; 
the number of admissions per year; the degree of 
clinical recovery from episodes; an employment score; 
a score for degree of social involvement; and a com- 
posite measure (the general outcome regression score) 
derived by linear regression from these 5 measures (9). 
The ratings of psychopathology comprised the follow- 
ing: 1) 5 dichotomous items concerned with symptoms 
present during the follow-up period—at least one 
schizophrenic symptom, manic symptoms probably 
present, persistent depression, persistent biological 
symptoms of depression, and no psychotic symptoms; 
2) 5 items concerned with the diagnosis of subsequent 
admissions—at least one readmission with mental ill- 
ness, at least one admission for schizophrenia, at least 
one admission for schizoaffective illness, the number 
of admissions for depressive psychosis, and the num- 
ber of admissions for any type of affective illness; 3) 7 
visual analog scales concerned with major axes of 
psychopathology—biological symptoms of depression 
(the depression scale), manic symptoms, passivity 
experiences, auditory hallucinations, delusion forma- 
tion, ideas of persecution, and defect state; 4) an index 
of the balance of schizophrenic and affective symp- 
toms (the psychopathology discriminant score) de- 
rived by discriminant function analysis from these 7 
scales (9); and 5) final diagnoses of schizophrenia and 
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bipolar affective disorder made (by I.F.B. and Profes- 
sor R.E. Kendell) after all the data in the dossiers had 
been reviewed. 

Nonparametric statistical tests (chi-square and 
Mann-Whitney U) were used for the statistical com- 
parisons. 


RESULTS 
The Catego System 


The three Catego subclasses are compared in table 
1. When the 20 patients in the N+ category were 
compared with the 18 in R+, there were no significant 
differences in outcome and no consistent trends to- 
ward a difference. It was therefore decided to combine 
these two classes. The combined group of 38 patients 
had a high concordance with DSM-III nonpsychotic 
depression (k=.66) and a lower concordance with 
RDC major depressive disorder (x=.51) and the diag- 
nosis of depressive psychosis made by the U.S./U.K. 
project psychiatrists (kx=.49). Some of the outcome 
characteristics of this group are shown in table 1. The 
Catego classes N+ and R+ were conspicuously suc- 
cessful in selecting patients who showed no evidence 
of psychotic symptoms during the follow-up period. 

There were 16 patients in the D+ category in the 
Netherne series of patients and 12 in the schizoaffec- 
tive patient series. The proportion (13% of 134 psy- 
chotic patients) is similar to that found in another 
survey of psychotic first admissions (10), in which 10 
of 119 patients (8%) fell into D+. The concordance of 
D+ with DSM-III mood-congruent psychotic depres- 
sion was fair, with kappa coefficients of .55 for the 
Netherne series and .21 for the schizoaffective series. 
When the outcome of the D+ patients was compared 
with the outcome of the combined group of 38 R+ and 
N+ patients, there were 8 significant differences (table 
1). The D+ patients had a higher readmission rate, and 
the blind diagnoses of the subsequent admissions 
showed an excess of schizoaffective episodes, depres- 
sive psychosis, and affective disorders of all kinds. 
The D+ patients more often suffered from persistent 
depression and had higher scores on the scale con- 
cerned with biological symptoms. There was a trend to 
higher scores on the manic scale (21.6 compared with 
13.7). Essentially these results mean that Catego D+ 
was quite effective in selecting patients who continued 
to suffer from episodes of severe depression with 
psychotic features. 


The Research Diagnostic Criteria 


This system recognized 66 of the 125 Netherne 
patients as depressed and divided them into 55 with 
major depressive disorder and 11 with schizoaffective 
disorder, depressed type. The diagnosis of major de- 
pressive disorder had a high interrater reliability 
(k=.76) and high concordances with DSM-III depres- 
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TABLE 1. Outcome During 6-Year Follow-Up for Netherne Series 
Patients with Depression Diagnosed According to Catego System 


_ Catego Category” oe 


N+ and 
N+ R+ R+ D+ 

Outcome Variable* (N=20) (N=18) (N=38) (N=16) 
Symptoms (number of 

patients) 

Persistent depression‘ 6 6 12 11 

No psychotic symp- 

toms‘ 10 7 17 l 
Mean depression scale 

rating? 23.5 25.7 24.5 49.5 
Mean number of epi- 

sodes 

Per year- 0.59 0.38 0.49 0.89 

Schizoaffective! 2.0 1.1 1.6 3.0 

Depressive psycho- 

Sis¢ 0.7 0.5 0.6 1.8 


Number of patients 
with at least 1! schizo- 
affective episode‘ I 2 3 6 

Number of patients 
with at least 1 hospi- 
tal readmission® 9 8 17 15 


*All statements of significance refer to comparisons between the D+ group 
and the combined (N+ and R+) group. 

bCatego depression categories: N+. neurotic: R+. retarded: D+. psychotic. 
‘p<.05. 

4p<.01. 

‘p< .0001. 


sion (k= .74) and the project psychiatrists’ diagnosis of 
depressive psychosis (x=.86). Table 2 shows the out- 
come characteristics of this group. Very few of the 
patients showed schizophrenic symptoms during the 
follow-up period, but 9 had at least one schizoaffective 
episode. 

The diagnosis of schizoaffective disorder, depressed 
type, was made with poor interrater reliability 
(x=.30). It had a high concordance with DSM-III 
mood-incongruent psychotic depression in both the 
Netherne (x=.78) and the schizoaffective (k=.68) pa- 
tient series. The outcome characteristics of this group, 
shown in table 2, are very different from those of the 
group with major depressive disorder. The schizo- 
affective group had significantly higher scores on all 5 
visual analog scales concerned with schizophrenic 
symptoms, including passivity experiences, auditory 
hallucinations, delusion formation, ideas of persecu- 
tion, and defect state (not shown in the table). When 
the weighted scores on the psychopathology scales 
were combined to form the psychopathology discnmi- 
nant score, patients with major depressive disorder 
showed a marked excess of affective symptoms, 
whereas patients with schizoaffective depression 
showed a slight excess of schizophrenic symptoms. 
The general outcome of this group, as summarized by 
the regression score (1.87), was worse than the aver- 
age for the 134 psychotic patients in the Netherne 
series (1.67). A high proportion (9 out of 11) were 
given a final diagnosis of schizophrenia. 
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TABLE 2. Outcome During 6-Year Follow-Up for Netherne Series 
Patients with Depression Diagnosed According to RDC 


RDC Diagnosis 


Schizo- 
affective 
Major Disorder, 
Depressive Depressed 
Disorder Type 
Outcome Variable? (N=55) (N=11) 
Mean psychopathology discriminant 
score? +1,55 -0.22 
Diagnosis (number of patients) 
At least 1 schizophrenic symptom? 12 9 
At least | schizophrenic episodes 4 9 
At least 1 schizoaffective episode‘ 9 6 
Final diagnosis of schizophrenia‘ 4 9 
General outcome 
Number of patients who failed to 
recover from index episode‘ 6 6 
Mean employment record score‘ 31.2 43.0 
Mean social involvement score‘ 33.9 47.9 
Mean percentage of follow-up 
period spent in hospital 16.8 10.0 
Mean general outcome regression 
scores 1.37 1.87 


*High scores on the employment record, social involvement, and general 
outcome regression scales imply bad prognosis: negative scores on the 
psychopathology discriminant function imply an excess of schizophrenic 
symptoms. 

bp<.001. 

cp<.0S5. 

$p< 0001. 

‘p<.01. 


In view of this tendency of patients with schizoaffec- 
tive depression to run a schizophrenic course, it is 
interesting to compare their outcomes with those of 
patients with an RDC diagnosis of schizophrenia. 
Twenty-eight Netherne patients were given an RDC 
diagnosis of schizophrenia based on the index evalua- 
tion (11). The comparison shows very little difference 
in the outcomes of these patients and of those with 
schizoaffective disorder, depressed type. A similar 
proportion (16 of 28 and 6 of 11) failed to lose their 
psychotic symptoms. The averages of the employment 
record and social involvement scores (45.9 and 45.5) 
were the same. The psychopathology discriminant 
scores (—.25 and —.22) were almost identical. Only the 
general outcome regression score was worse in the 
schizophrenic group (2.11 compared with 1.87), due to 
the fact that they spent a much higher percentage of 
the follow-up period in the hospital (34% compared 
with 10%). 


DSM-III 


In terms of the DSM-III system, 45 patients were 
diagnosed as suffering from major depression without 
psychotic features. This diagnosis was made with high 
interrater reliability (k=.69), and it had a high concor- 
dance with the U.S./U.K. project diagnosis of psy- 
chotic depression (x=.66). The number of patients 
with this diagnosis was 10 fewer than the number 
meeting RDC criteria for major depressive disorder, 
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TABLE 3. Outcome During 6-Year Follow-Up for Netherne Series Patients with Depression Diagnosed According to DSM-III 


Outcome Variable* 


Psychopathology scale scores (mean) 

Passivity experience 

Auditory hallucinations 

Delusion formation 

Ideas of persecution 

Defect state 

Depression 

Manic symptoms 
Psychopathology discriminant score 
Diagnosis (number of patients) 

At least | schizoaffective episode 

Final diagnosis of schizophrenia 

Final diagnosis of bipolar affective disorder 
General outcome 

Number of patients who failed to recover from index episode 

Mean percentage of follow-up period spent in hospital 

Mean general outcome regression score 
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DSM-III Diagnosis: 


Depression with 


Major Depression with 
Depression Mood-Congruent Mood-Incongruent 
(Nonpsychotic) Psychotic Features Psychotic Features 
(N=45) (N=11) (N=14) 
1.4 1.8 10,25 
0.6 7.6° 25.0° 
8.2 26,24 37.8° 
V2 22.44 36.4¢ 
1.6 0.5 5.25 
28.4 43.9 27.1 
14.7 24.6 3.4¢ 
+1.58 +1.51 —0.09¢ 
2 7e 8¢ 
4 I 10¢ 
13 | 
4 2 7 
17.1 15.3 11.44 
1.38 1.49 1.60 


The statistical comparisons between patients in each of the two categories of psychotic depression and the 45 patients with nonpsychotic depression are shown 
here; the comparisons between the mood-congruent and mood-incongruent psychotic patients are discussed in the text. 


bp<.001. 
cp<.05. 
In< Ol. 
‘p<.0001. 


due to the separation by DSM-III criteria of a distinct 
group of patients with mood-congruent psychotic de- 
pressions. This smaller group of 45 patients had a 
slightly more homogeneous outcome than the S55 pa- 
tients with an RDC diagnosis of major depression, in 
that fewer patients suffered from schizoaffective epi- 
sodes during the follow-up period (table 3). 

The group of 14 patients with mood-incongruent 
psychotic depression were in many ways similar to the 
patients with an RDC diagnosis of schizoaffective 
‘depression. The interrater reliability of the definition 
was low (x=.27). Concordance with an RDC diagnosis 
of schizoaffective depression was high in both series of 
patients. The patients showed much evidence of 
schizophrenic phenomena during the follow-up period, 
and 10 out of 14 were given a final diagnosis of 
schizophrenia. They also showed a marked lack of 
manic symptoms. However, their outcome was slight- 
ly better than outcome for patients with an RDC 
diagnosis of schizoaffective depression, in that the 
psychopathology discriminant score (—.09 compared 
with —.22) showed a more even balance of schizo- 
phrenic and affective symptoms, and the regression 
score (1.60 compared with 1.87) showed a better 
general outcome; it was in fact slightly better than the 
mean for the whole Netherne series of psychotic 
patients (1.67). Although there was little difference 
between patients with an RDC diagnosis of schizo- 
affective depression and those with an RDC diagnosis 
of schizophrenia, there was a very marked difference 
in outcome for patients with a DSM-III diagnosis of 
mood-incongruent psychotic depression and those 


with a DSM-III diagnosis of schizophrenia. Only 19 
patients in the Netherne series received this last 
diagnosis (11). Their outcome was very poor in terms 
of both symptoms (mean psychopathology discrimi- 
nant score of —.51) and general outcome (mean regres- 
sion score of 2.53). 

The group of 11 patients with a DSM-I// diagnosis of 
mood-congruent psychotic depression were in some 
ways similar to the Catego D+ group, although con- 
cordance between the diagnoses of these groups was 
only fair. The interrater reliability of this diagnosis was 
low (x=.35). When compared with patients with a 
DSM-III diagnosis of nonpsychotic depression (table 
3), these patients showed an excess of some schizo- 
phrenic symptoms (delusion formation, auditory hallu- 
cinations, and ideas of persecution) and a marked 
excess of schizoaffective episodes. They also had 
higher scores on the scale concerned with biological 
symptoms of depression and a trend toward more 
manic symptoms. When they were compared with 
patients with a DSM-III diagnosis of mood-incongru- 
ent psychotic depression, there were two main differ- 
ences. First, the mood-congruent patients had fewer 
schizophrenic symptoms, shown especially by the 
completely different psychopathology discriminant 
scores and the smaller number given a final diagnosis 
of schizophrenia (1 of 11 compared with 10 of 14. 
p<.01). Second, they had more evidence of manic- 
depressive disease, whether this was expressed in 
terms of the scores on the manic scale (p<.01), the 
number with probable manic symptoms at any stage 
(p<.01), or the number with a final diagnosis of bipolar 
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affective disorder (p<.05). Six of the 11 received this 
diagnosis—a high proportion of the patients with a 
DSM-III diagnosis of mood-congruent psychotic de- 
pression, but a low proportion of the 20 depressed 
patients in the Netherne series who later showed 
evidence of mania. 

A comparison betwen mood-congruent and mood- 
incongruent psychotic depression was also made in the 
schizoaffective patient series. In terms of DSM-III, the 
depressions of 76 patients in this series were divided 
into 22 mood-congruent and 48 mood-incongruent, the 
remainder failing to meet DSM-III criteria for depres- 
sion. This time there was only one significant differ- 
ence in the outcome of the two groups. The mood- 
incongruent group had higher scores on the passivity 
scale (12.6 compared with 3.7, p=.02). They showed a 
trend toward more auditory hallucinations (23.3 com- 
pared with 11.9, p=.05) and toward a more schizo- 
phrenic balance of symptoms on the psychopathology 
discriminant function (—1.22 compared with —.72, 
p=.06). There was, however, no difference in their 
scores on the manic scale (6.6 compared with 5.4). 


DISCUSSION 


The Netherne series of psychotic patients was not 
ideal for this study. It was a rather small group and did 
not consist exclusively of first-admission patients. The 
interviewing was thorough, but there was little infor- 
mation about the index admissions apart from the 
research interviews. The follow-up data were fairly 
complete. but only the 134 psychotic patients were 
followed up, so that any patients with neurotic depres- 
sions who met RDC or DSM-III criteria for major 
depression were omitted from the study. When making 
the diagnoses of the index admission, one of the raters 
(1.F.B.) was not blind to the outcome. 

If we compare the three systems, Catego (which is 
widely used in Britain and by the World Health 
Organization) makes an effective distinction between 
psychotic depression (D+) and the rest. The distinc- 
tion between retarded depression (R+) and neurotic 
depression (N+) was not found to be useful in terms of 
outcome prediction. Catego does not have a category 
corresponding to schizoaffective or mood-incongruent 
psychotic depression. These patients are placed in one 
of the three classes of schizophrenia—S+ (nuclear 
schizophrenia), P+ (paranoid psychoses), or O+ (oth- 
er psychoses). 

The RDC introduced a category of schizoaffective 
depression, and one of the main purposes of this study 
was to evaluate this concept with respect to its out- 
come prediction. The findings can be compared with 
those of the schizoaffective series of patients, already 
published elsewhere (6). The latter study employed a 
different definition of schizoaffective depression, but 
60 of its 76 patients met RDC criteria. The results of 
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the present study, which was much smaller in terms of 
the number of schizoaffective depressions, show that 
patients in this category differed sharply from those 
with major depressive disorder, most of the patients 
behaving like schizophrenic patients during the follow- 
up period. In fact, 9 of the 11 patients in the category 
were given a final diagnosis of schizophrenia. This is a 
much higher proportion than the 30 of 76 patients 
given this diagnosis in the schizoaffective patient se- 
ries (6). However the two studies agree that many 
schizoaffective depressed patients’ illness runs a 
course similar to that of schizophrenia, in contrast to 
schizoaffective manic patients, whose course of illness 
resembles that of mania (8, 12). 

The Netherne series of patients with schizoaffective 
depressions had an outcome almost identical to that of 
patients with an RDC diagnosis of schizophrenia, 
suggesting that the coexistence of a depressive syn- 
drome has little effect on outcome in patients with 
schizophrenic symptoms. Before accepting this con- 
clusion it is only fair to notice that one variable—the 
amount of time spent in the hospital—showed a 
marked difference between schizophrenic and schizo- 
affective depression patients, the latter showing a 
surprisingly short stay in the hospital. The duration of 
hospitalization is a harder fact than social status, 
degree of recovery, or diagnosis, since it is liable to 
clerical errors only. It seems likely to reflect some 
important aspect of mental illness, perhaps the dura- 
tion of the episodes or impairment of the capacity for 
independent living. Nevertheless, the similarity of 
outcome for these two categories of patients suggests 
that all is not well with the RDC in this part of the 
diagnostic spectrum; either the schizoaffective catego- 
ry is not very useful or the schizophrenic class is too 
broad. Some empirical findings support both of these 
criticisms of the RDC. The RDC’s concept of schizo- 
affective disorder has low interrater reliability (this 
study and 10), has a poor concordance with other 
definitions of schizoaffective states (10), and lacks 
useful outcome predictions (this study and 6). The 
RDC concept of schizophrenia has a more consistent 
prediction of outcome than the Catego system (7, 11) 
but is much less consistent than that of Feighner’s 
criteria (1) or DSM-III (11). 

In contrast, patients with DSM-III diagnoses 
showed sharp differences in outcomes among the 
different groups. The 45 patients with nonpsychotic 
depression had a course of illness largely free from 
psychotic symptoms and social complications. The 
two groups with psychotic depression differed from 
each other and from schizophrenic patients in a num- 
ber of respects. They differed from schizophrenic 
patients in the general outcome measures, summarized 
by the regression scores of 1.49 for mood-congruent 
psychotic depression, 1.60 for mood-incongruent de- 
pression, and 2.53 for schizophrenia. They differed 
from each other in the psychopathology apparent at 
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subsequent admissions. The mood-incongruent pa- 
tients continued to show schizophrenic symptoms, 
especially auditory hallucinations, ideas of persecu- 
tion, and delusion formation; they also showed a 
conspicuous absence of manic symptoms, confirming 
a tentative conclusion from the earlier study (6) that 
bipolar depressive illness does not often show mood- 
incongruent psychotic features. The mood-congruent 
group, on the other hand, did show a tendency for 
their illness to run a manic-depressive course, al- 
though this diagnosis was not a sensitive indicator of 
the manic-depressive diathesis in this 6-year follow-up 
study, missing 14 of 20 patients with a final diagnosis 
of manic-depressive disease. The literature on delu- 
sional depression (a similar concept) already provides 
evidence that this diagnosis is helpful in predicting 
response to treatment (13); patients with this diagnosis 
respond better to electroconvulsive therapy than to 
tricyclic agents. Thus there are two separate reasons 
for regarding delusional depression as a useful clinical 
concept, although the reliability figures suggest that 
the definition is not yet satisfactory. 

The findings of this small follow-up study suggest 
that DSM-III offers a useful subclassification of de- 
pression. Its category of mood-incongruent psychotic 
depression is worthy of further attention. This interest- 
ing group of depressed patients continue to manifest 
schizophrenic symptoms in subsequent episodes, but 
their illness runs a benign course that resembles 
neither schizophrenia nor bipolar affective psycho- 
SIS. 
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